Quality/Calidad/Qualité, a publication of the Population Council, highlights examples of clinical and educational programs that bring a strong commitment, as well as innovative and thoughtful approaches, to the issue of high-quality care in sexual and reproductive health. The series is based on the philosophy that people have a fundamental right to respectful treatment, information, choice, and follow-up from reproductive healthcare providers.
Q/C/Q documents projects that are making important strides in one or more of the following ways: broadening the choice of methods and technologies available; providing the information clients need to make informed choices; enabling clients to become more effective guardians of their sexual and reproductive health; making innovative efforts to increase the management capacity and broaden the skills of service providers at all levels; combining health care, family planning, and related services in innovative ways; and reaching underserved and disadvantaged groups.
Projects are selected for documentation by an advisory group made up of individuals who have a broad range of experience with promoting quality of care in sexual and reproductive health. None of the projects documented is being offered as a model for replication. Rather, each is presented as an unusually creative example of values, objectives, and implementation. These are learning experiences that demonstrate the self-critical attitude required to anticipate clients' needs and find affordable means to meet them. This reflective posture is exemplified by a willingness to respond to changes in clients' needs as well as to the broader social and economic transformations affecting societies. Documenting the critical choices these programs have made should help to reinforce, in practical terms, the belief that an individual's satisfaction with sexual and reproductive health services is strongly related to the achievement of broader health and population goals.
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The early family planning pioneers needed audacity to utter the words "planned parenthood." Fifty years later, field lessons-many of them acquired painfully in the fight against HIV/AIDShave forced reproductive health educators to confront new "P" words: power and patriarchy. Stated in simple terms, a major factor in unwanted pregnancy and disease is women's/girls' lack of power to decide whether, with whom, and under what circumstances they will have sex.
Research has consistently documented that this power differential often constrains females' ability to access information and health services, to initiate conversation with partners about intimate topics, to negotiate condom use, and to disentangle sexual decisionmaking from the threat of violence (Blanc 2001) .
Many programs are now seeking to foster the social changes that will allow women to make and implement sexual and reproductive health choices. Clinical services and counseling can expand women's control over their reproductive health and their sense of agency; extended support is needed to improve the quality and expand the reach of such services. The static clinic, however, is not the primary venue for nurturing broader social changes. Rather, programs that reach people in their homes and communities can address the underlying norms and couple/family dynamics that determine whether a woman can get herself to a clinic in the first place, as well as defining what types of services will be offered when she arrives.
Community-based workers have long been a critical part of many health programs. For decades, many population programs engaged village promoterslargely as suppliers of contraceptives and of messages promoting small family size. With the emergence of AIDS, prevention programs began using community workers to distribute not only condoms but also information about safe sex. Often, the workers themselves have realizedlong before their program managers have-that they are carving out social space for new norms about sexuality, gender, and family. Sixteen years ago, Simmons et al. (1988) documented this phenomenon in Bangladesh: "In a social system characterized by strict patriarchal controls and extensive female seclusion, the presence of a female family planning worker acts as a link to modern ideas about reproductive choice." Indeed, those workers were quietly defying those patriarchal controls per se.
More recently, health programs have consciously built upon the role of community workers as exemplars and agents of broad social change. One of the most ambitious examples is ReproSalud, a tenyear, $37-million women's empowerment project being implemented across Peru by Movimiento Manuela Ramos, in cooperation with USAID.
1 Working largely through mothers' clubs, ReproSalud has trained women and men from the Andes to the lowlands to think about how gender fundamentally affects their lives; many of these individuals have undergone a lasting shift in values. Through subgrants to their clubs, they have gone on to educate their neighbors about sexual and reproductive health and women's rights, to foster social support, to advocate with local health officials for improved services, and to manage income-generation activities. With the project now in its ninth year, evaluation studies have documented that these empowerment approaches are resulting in fairly consistent increases in the use of family planning services.
In other countries, community-based HIV educators similarly are learning how
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No. 15 • 1 to discuss such issues as economic power and physical violence within sexual relationships, as well as double standards for sexual behavior of males as compared with females. Haberland and Measham (2002) present reports on a number of health programs that are learning how to engage communities. Those engaged in efforts that place at least as much emphasis on women's rights as on their reproductive systems view this strategy both as the surest way to achieve desired health outcomes and as a matter of human rights.
This issue of Q/C/Q focuses on two traditional family planning programs that undertook projects to help women enlarge their zone of influence in both the private and public spheres. In many ways, the two highlighted programsand the initiatives they have carried out-could not be more different. The first case study focuses on the Belize Family Life Association (BFLA), a nongovernmental organization in a small Caribbean country. BFLA, despite having virtually no experience in community work, organized public discussion groups on such topics as domestic violence, sexually transmitted infections, and teen pregnancy. The dialogues have sparked a change in many couples' communication about their relationship, increased family planning visits at the clinic, and transformed BFLA's profile both in local communities and at the national level.
The second case study recounts the experience of the Pakistani government, which has an enormous, but entrenched, target-oriented family planning program. Pakistan took a long-standing villageworker system and provided interpersonal communications training that highlighted how social power functions in the home, community, workplace, public agency, and society. The effort is now scaling up, improving the quality of interactions that thousands of workers have with tens of thousands of clients, and, with it, affording many women a slightly greater measure of autonomy and self-worth.
Despite their vast differences, the two case studies share some critical aspects. Both programs began by recognizing that women's lack of social power is a major obstacle to their being able to protect their own health. Both trained village workers to regard themselves in a different light, and to help other women enlarge their zone of influence both at home and within the provider system. Both included senior managers and policymakers in the training process, together with village workers. Finally, both stories remind us that we must begin by listening, for in both cases, it was the affirming voices of individual women and men from the community that grounded and reinforced workers' belief in the systemic reorientation of which they were part.
Translating even our thoughtful insights into reality depends on our being mindful of another P word: practicality. These case studies address such questions as: How can community-involvement projects establish goals that seek both to empower women and to increase their use of health services? What training approaches best prepare village workers to tackle issues of gender and power? What kinds of markers best indicate intermediate changes in norms and behavior related to sexual and reproductive health? The experiences in Belize and Pakistan provide concrete lessons for programs hoping to reinvent their own work on gender and in the community.
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Geographically, the country of Belize sits nestled in Central America, between Spanish-speaking Mexico and Guatemala. Demographically, however, it is a Caribbean country, its history and people the products of the slave trade, colonialism, the indigenous Mayan culture, and migration. The population of approximately 250,000 is largely Englishspeaking and reflects a mixture of African, Mayan, and European roots. The economy revolves around agriculture, tourism, and fishing.
A third of the population of Belize is categorized as poor or very poor. Twentytwo percent of households are headed by women, and 36 percent of children leave school by the age of 14 (PAHO 1998; United Nations 2000) . Girls who become pregnant are often barred from returning to school (United Nations 1999).
Belize shares many of the sexual and reproductive health problems facing most Caribbean countries (with the exception of Cuba). Unsafe abortion and other complications of pregnancy are leading causes of reproductive morbidity. Testing and treatment of reproductive tract and of sexually transmitted infections (STIs) are inhibited by stigma, perceived lack of confidentiality, and delays in obtaining laboratory results; as a result, many people resort to self-diagnosis and selfmedication. In addition, weak systems both for promoting and for analyzing Pap smears have resulted in high mortality rates from cervical cancer: 17 deaths per 100,000 women, well above both the developing country rate of nearly ten deaths and the global rate of eight deaths (Ferlay et al. 2001) . One in 50 adults is infected with HIV (UNICEF 2001).
A n N G O R i p e f o r Tr a n s i t i o n
The Belize Family Life Association (BFLA) was established in 1985 as an affiliate of the International Planned Parenthood Federation. Its central mission was to provide contraceptive services, which were not available at that time. As other programs began responding to a broader range of sexual and reproductive health problems, however, BFLA failed to change with the times. Although its clinics began offering pregnancy tests and Pap smears, the clear emphasis remained on family planning and on achieving targets measured by "couple years of protection." Client-provider relationships were formal and hierarchical. Efforts to incorporate gender perspectives into the program were minimal.
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BFLA's community component was particularly weak. The few staff members who engaged with the community sought to educate people about family planning and thereby recruit clients. Moreover, BFLA's political image was weak, in part because the hierarchy of the influential Catholic Church argued that BFLA was attempting to reduce the black population.
By the mid 1990s, with a stagnant client load and weak public image, BFLA recognized that its efforts to help Belizeans improve or care for their sexual health were seriously inadequate. The organization was facing its institutional limits and was not certain how to move forward.
Under the leadership of its Sexual and Reproductive Health Director, Judith Helzner, the International Planned Parenthood Federation's (IPPF) Western
Hemisphere Regional office developed a five-year project (1995) (1996) (1997) (1998) (1999) (2000) in partnership with the European Union, aimed at helping three of its Caribbean-culture affiliates "transform [their] approach to community education." Together with Guyana and St. Lucia, the Belize affiliate was selected to participate. The central activity was for volunteer community health workers (CHWs) to establish public dialogues on sexual and reproductive health in villages across the country. These dialogues would serve the community by bringing people together to talk about their concerns in frank exchanges between men and women about such sensitive topics as sexuality, violence, and HIV. BFLA also hoped the dialogues would generate ideas for strengthening its services and increasing its client load, improve its image in the community, and enhance its ability to work effectively with the government to bring about positive policy change.
I m p l e m e n t i n g t h e C o m m u n i t y I n v o l v e m e n t P r o j e c t
The project's objectives were written in modest language, but the task of realizing them was Herculean. Any organization trying to overcome a poor image in its community and to establish successful grass-roots work faces serious obstacles. Moreover, BFLA faced this challenge while attempting to implement a project that was thematically controversial and potentially explosive. Such community-based dialogues are increasingly being organized around the world in response to research documenting the central role of gender dynamics in determining sexual and reproductive health; Belizeans, however, had no tradition of this kind of communication, and BFLA had no experience in fostering it.
Not surprisingly, the organization faced one challenge after another-cultural, political, institutional, and financial-in a process that was neither smooth nor simple. What is, perhaps, surprising is that the staff conquered most of the obstacles with courage, creativity, and, perhaps most important, sheer grit. Furthermore, the journey led to a number of unexpected outcomes. The following pages describe the process by which BFLA met these challenges and reinvented itself as a more successful clinic, a valuable agency in the battle against HIV, a dynamic catalyst of social change, and a national actor in the health sector of Belize.
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To implement the new project, BFLA needed to undergo a transition from a stagnating clinical organization to a dynamic community-based one dealing with sensitive issues. The BFLA Director at the time, Jewel Rosberg, recognized that a change in the very culture of the organization was needed before the board and staff could carry out the project successfully. With the support of IPPF's Western Hemisphere Region staff, she dedicated an entire year to foster that change and allow it to take root. This process took place with the Board of Directors, at the clinics, in the community, and in the training of staff.
Support for the project at the top level of the organization was critical. Together with Lucella Campbell (the IPPF Program Officer with regional responsibility for the Caribbean), Rosberg met with the BFLA Board several times. At the same time, Rosberg assembled a staff team to manage the community project.
1
BFLA made a significant investment in preparing the staff at all levels. The first session was held for BFLA executive staff, clinic nurses, and several longstanding community health workers. Workshop participants learned how to promote two-way dialogues about sexuality and gender. Several activities were offered to help participants foster greater comfort with the topic of sexuality. These included exercises to help them distinguish between sex, sexual pleasure, and sexual relationships; opportunities to talk about their own experiences and attitudes; and conversations about local names for sexual and reproductive organs and about commonly held beliefs regarding sexually transmitted infections. A number of the participants went on to train a cadre of CHWs to carry out the project at the village level.
Although the main thrust of the project was to transform BFLA's community activities, the implications for the clinics were immense. For example, if community discussions emphasized prevention and treatment of sexually transmitted infections, the BFLA clinic was going to have to do a better job of providing that service. To that end, investments were made to expand laboratory facilities at the five BFLA clinics throughout the country. Clinic nurses were also trained in basic counseling approaches.
An institution's culture does not change in a matter of months, but all of these efforts signaled to BFLA's staff and Board that the organization was embracing a new philosophy and working style. From the president of the Board to the receptionist, everyone was expected to develop new skills and approaches to help make the transformation a real one. 
B F L A's I n s t i t u t i o n a l C u l t u r e D i d N o t F i t t h e N e w P l a n
BFLA's Executive Director dedicated an entire year to fostering changes in the organization's culture.
BFLA's next task was to craft a new relationship with the community. Its public image, however, was less than ideal for carrying out a grass-roots project. The organization had never sought community feedback in designing its services, and BFLA was not the first name that came to mind for most Belizeans when they were asked which organization had roots in the community, listened to their concerns, and worked together with them. Rosberg says that the prospect of starting to change BFLA's image was daunting at first. Daunting perhaps, but it was not overwhelming for the determined BFLA staff. For the first time in its history, BFLA went to the community it served to learn. As a first step, project leaders met with established local leaders and canvassed villagers informally. What were the villagers' primary areas of concern? Could BFLA be accepted as a comprehensive sexual and reproductive health organization? Which would be the best approaches for reaching people? Who wielded influence? Whom should BFLA recruit to serve as volunteer CHWs? How could BFLA foster a productive discussion with religious leaders? Might BFLA count on the leaders' support in facilitating the community dialogues that were to be the heart of the program?
These discussions provided the project with valuable information and essential partners. Although some village leaders expressed skepticism that men would allow their wives to participate in open discussion groups about sensitive topics, most were encouraging and helped to guide BFLA as it reached out to respected members of the community. BFLA followed the leaders' advice in recruiting volunteer CHWs; the organization was able to engage 30 female residents -housewives, teachers, nurses, and government health workers-from ten communities to join the project as the first cohort of volunteer facilitators.
These women participated in a fiveday CHW training, similar to the initial workshop provided to the BFLA staff. This workshop aimed to provide the participants with the skills-and the courage-to launch public, communitybased discussion groups on aspects of sexuality, gender, relationships, and reproductive health, as well on how BFLA could improve its services. Some of the initial exercises were aimed at helping the trainees expand their understanding and rethink their own attitudes about such topics as gender roles, sexual coercion, homosexuality, and masturbation. Subsequent activities prepared them to handle in a group setting a variety of concrete problems that people in the community might raise, from incest to alcoholic husbands to fears about HIV. For example, there were role-play exercises depicting a man who wanted to have sex when his wife did not; after the role-playing, the group made suggestions they could offer if such a problem emerged in a community discussion. The trainers also provided each future volunteer CHW with a manual that included a definition of her role, described steps to take in community outreach, offered sample discussion topics, listed reference materials on sexual and reproductive health topics, provided referral information, and gave tips on managing group dynamics. With their newfound knowledge and confidence, a manual, and a BFLA-issued bicycle, the pioneer CHWs were ready to venture into the villages across Belize, from Orange Walk to Guinea Grass, San Lázaro to Teakettle, and Chan Chen to Patchakan.
I s o l a t i o n f r o m t h e C o m m u n i t y
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Institutions and daily life in Belize are deeply influenced by organized religion, particularly Roman Catholicism. Nearly two-thirds of the population define themselves as Catholic. Religious instruction and chapel attendance are part of the curriculum in public schools (USDOS 2003) . Catholic and Pentecostal leaders opposed to contraception have criticized BFLA over the years, and several warned villagers not to cooperate with BFLA's new community project.
BFLA recognized that any effort to penetrate the community would require an improved relationship with at least some representatives of the Church. Lorna Perez, Center Coordinator in Orange Walk District, recalls, "At the beginning, it was difficult. The northern districts are mostly Catholic, so we turned to [Protestant] evangelical leaders. They are not the majority, but they have a hold, and some of their members use our services or were our contact persons. These church members had to coerce their leaders a bit to listen to people, but this is how they built a base."
By and large, the pastors were receptive to the idea of BFLA's expanding its services beyond family planning to include, for example, prevention and diagnosis of cervical cancer and counseling for infertility and nutrition. They joined with the community leaders in supporting the idea of a forum to improve communication between men and women, aimed at reducing the power imbalance that leads to coerced sex, unwanted pregnancies, and STIs. The pastors also became more sympathetic than they had been about family planning. As one pastor said, "I really don't know your case. I really don't know your situation at home. If you think you need to do this, the Lord will understand." The support of religious officials was invaluable to the new project. Pastors or church members announced BFLA events to their parishioners, and in some villages BFLA was able to use the church facilities for group discussions or other educational activities.
Nonetheless, some church leaders actively opposed the project. Rosberg explains, "The church leaders held a retreat for village leaders and tried to discourage them from having anything to do with BFLA. Since the villages are small, that slowed us down for a time. BFLA's staff offered reassurance to the communities, and reminded women that they had the right to choose what was relevant for their lives. Eventually, we were able to counter that pressure."
The support of the pastors and other influential religious leaders was important not only for establishing the community-based discussion groups but also for easing the stigma associated with the BFLA clinics. Better relations between BFLA and the church presumably played a role in the increase in clients' visits to BFLA clinics around the country. The support of the church also improved BFLA's image among some previously hostile government officials and policymakers, opening the door for the organization to play a different role in the national reproductive health policy arena.
H o s t i l i t y f r o m t h e C h u r c h
A staff member explains, "Some church members had to coerce their leaders a bit to listen, but this is how they built a base." Some participants offered suggestions for improving the quality of services, for example, by offering effective confidentiality protection for STI results. The facilitators noted these requests, and BFLA soon followed up with a protocol assuring that only physicians would have access to STI results.
The facilitators were not prepared, however, for the wide range of topics that were broached by participants. Some of the needs the villagers expressed-for example, for better employment and housing-were simply outside the scope of BFLA's efforts. Moreover, when speaking about their health concerns, participants mentioned diabetes and high blood pressure more than their sexual and reproductive health problems.
The CHWs were not initially prepared to deal with many of the women's concerns. At first, these concerns included worries about unemployment and diabetes; later on, the women asked about homosexuality and masturbation.
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With the aid of community leaders, BFLA's newly trained volunteer CHWs organized discussions in ten villages and alerted the community about them with signs, church announcements, and radio bulletins. The key message in the announcements was to "Come join a discussion and improve our community life," but they also listed a particular topic. The CHWs went to the discussions prepared to listen rather than to lecture. Of course, they anticipated that community members would air certain reproductive health concerns and needs, particularly those related to cervical cancer, HIV/AIDS, and STIs.
In most places, attendance was good, although relatively few men came, and the discussions got off to a smooth start.
To o M a n y P r o b l e m s I d e n t i f i e d b y t h e C o m m u n i t y
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The CHWs gradually gained experience in explaining that BFLA could help villagers deal with sexual and reproductive health issues. Many of the participants' concerns touched on matters of gender and sexuality. To foster dialogue, CHWs would pick up on casual comments participants made, asking them to explain in greater depth what they meant. They asked participants provocative questions about relationships between men and women. They also organized role-playing. Although some individuals were shy about speaking of their needs and required one-to-one contact with the CHWs, the community as a whole nearly overwhelmed the CHWs with concerns. Once villagers grasped that the facilitators were dealing with "deep matter," they began opening up in a way most of them had never done, certainly never publicly. Hopes, fears, resentments, and dreams about love, sex, companionship, marriage, and death came to the surface. As one CHW said, "It's as if we opened a dam and the water burst." The dialogues had come to life.
Some participants raised concerns about such sensitive topics as masturbation and homosexuality, topics that the facilitators' training had not sufficiently prepared them to handle. As Lorna Perez explains, "At first, people were not even comfortable with their own sexuality, so they could not deal with these issues. So we opened discussions with various staff, including the psychiatric nurse-practitioner, the social worker, and the gynecologist. There has been a big transition: Now the workers can deal with these issues more comfortably, or at least listen and encourage the client."
The CHWs also had to respond to a wide range of concerns by covering different topics in the discussions. Over the course of time, the discussions typically have included parenting, domestic violence, teenage pregnancy, abortion, suicide, family planning, gender issues, AIDS and other STIs, and drugs. By listening to the villagers, the CHWs also learned which issues were of particular concern in their communities and structured sessions on those topics. For example, in Scotland Halfmoon village, Iva Charlesworth found that schoolgirls were experiencing constant peer pressure to be sexually active, and she developed workshops for young people on sexual and reproductive health. When several women in Crooked Tree village lost their babies, CHW Ava Tillett began providing education about infant care. Many girls in Bullet Tree village marry young; Gloria Garcia, the CHW there, married at 14 herself, so she focused on contraceptive education. meetings; sometimes it was a large amount of ladies, sometimes 60-one was about 100 and more-mainly women and [only] about eight or ten men." The women attending the discussion expressed their frustration that their husbands were not joining in.
Once villagers grasped that
High on the women's list of concerns was their husbands' patronage of brothels. In small, isolated villages such as Guinea Grass, where transportation is limited and few men have cars, bar owners regularly imported sex workers on weekends. Lorna Perez explains, "The women knew that if you can't find your husband, someone will tell you, 'Oh, he's at [the bar].'" Women whose husbands frequented the bars-often staying for the entire weekend-were upset by the health and economic consequences of the sexual commerce. As Sandra Flores, the BFLA Orange Walk Community Coordinator described the women in one village, "Pegaron el grito al cielo" ([the women] . . . screamed out to the heavens") The wives also knew that commercial sex at Some women explained that they could not attend the discussions because they knew they were not likely to get their husbands' "clearance" to do so. Lorna Perez recounts: Even more challenging was convincing men to participate in the discussions. As one CHW recalled, "We had At the start, few men attended the discussions. In one village, a group of men playing dominoes nearby a discussion did not even look up from their game to participate.
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bars was permitted by the all-male village council. When neither the heavens nor the council offered a solution, they approached Rosa Cima, the BFLA community health worker who lives in Guinea Grass.
Rosa and her three local coworkers, who had been selected by the community and were well regarded, invited the men to attend community meetings; for the most part, however, men were hesitant to participate. Some CHWs went to the men's homes and found most husbands willing to talk privately. The CHWs were able to teach these men how to use condoms and to answer their questions about STIs and HIV.
In some districts, men began to participate in the discussions, which were attended mostly by women. Ironically, HIV/AIDS proved to be the topic that drew men to participate; in fact, of those in attendance at the HIV/AIDS discussions 85 percent were male. Whereas many women had been hesitant to acknowledge publicly that their husbands were having sexual relations outside the home, the men were less constrained about discussing this behavior.
In other settings, Perez explains that BFLA staff were able to reach men through clinical services: Perez says that it took many years to overcome men's resistance to the discussions. She adds, "There is more respect now. The attitude has changed." Nonetheless, for the most part, the discussions still tend to be either for men or for women. The avenues for reaching men are different from those for reaching women, and the CHWs tend to organize discussions for men at their workplaces. Moreover, the CHWs feel that they need to discuss certain issues with women separately from men. The issue of male promiscuity is one such issue. Perez explains that men argue that it is expected and that it is a natural thing for them to have extramarital affairs; they claim, "If you are not doing it, your wife is controlling you." On the other hand, the women tend to approach the topic feeling concerned but helpless, saying, "There's nothing I can do about it." She explains that the CHWs realize that their real topic was empowerment and how to help women gain the ability to negotiate condom use.
Occasionally, the CHWs have had to face threats to their own safety from the irate husbands of other women. Some have had to rely on their own husbands to protect them from such aggression. Perez recalled one man who had been arrested after his wife reported him for physical abuse. He pursued the CHW, blaming her for the problem and threatening to beat his wife again. The CHW's husband stepped forward and told him, "You are looking for problems. If you do it again, you will be in serious trouble." Finding support in the male community has been important for CHWs challenging prevailing norms tolerant of violence.
Some of the problems that emerged in the discussions simply seemed too daunting to imagine "fixing." The most common problems involved issues of gender and power, husbands' patronage of sex workers, control of household funds, domestic violence, and incest. In the box below, Lorna Perez recounts how three men turned a discussion intended to focus on menopause into a heated discussion about control over money, family life, and male social support.
In some districts, CHWs realized that they would have to do more than facilitate group discussions. In a number of villages in Orange Walk, BFLA made an effort to work directly with the bar owners and the sex workers. With guidance from project leaders, coordinators in three districts established relationships with the community bars. Supplied with condoms, the BFLA facilitators approached the owners of bars directly and persuaded them to distribute the condoms at the site where sex workers met their clients. The bar owners consented to sign a cooperative agreement, under which they would purchase condoms from the project and the public health department would provide screening and treatment for infections. The bar owners also
Confronting Gender Power in Guinea Grass By Lorna Perez, Center Coordinator
Just after Village Council elections in Guinea Grass, three newly elected leaders stepped into our discussion, explaining that they were there only in an "official capacity since this is a woman's meeting." When we sought their input on how to get men to participate in the discussions, they answered, "We don't have time to be wasting." "We are tired after work. We need to relax, not listen to a lot of talk." "It's better to relax with a cold beer and a woman who won't hassle you."
The women were so upset that they started sharing their frustrations about home life. They spoke up about the violence they experienced when their husbands came home drunk, about financial constraints when their children were sick or needed something for school, and about times when there was nothing to eat, yet they had to find something to feed the children and their husbands. Throughout this time, the men were quiet.
After a while, everyone realized that one woman was crying silently. I did not realize that she was the wife of one of the men present. The church pastor's wife got up and asked her if she had anything to say.
She turned directly to her husband and said, "I thought I was the only one going through this. I realize that most of these women here have husbands who behave like you do. You never know how I make it through the day. You never give me money to buy. At the end of the week you pay part of the food bill and spend the rest drinking with your friends, and when I go to the store they refuse to give me any more credit. You sleep through the nights when the baby is sick. I don't get to sleep, and yet I have to get up early to prepare your lunch, then I have to do the laundry, see the children off to school, and sometimes get a ride to take the baby to the hospital. At the end of the day you come home and expect your food to be ready and don't bother to ask me how my day went."
D i s c u s s i o n s o f P o w e r a n d G e n d e r B e c a m e To o S e n s i t i v e
No. 15 • 13 cooperated in helping the BFLA staff reach the sex workers, who received training on HIV/STD prevention and condom use. According to Perez, these efforts had a significant impact on STI prevalence rates. 3 In this community, the group did not address the economic aspect of the women's complaint, but it did begin to create conditions for challenging men's sexual practices. As men in the community became more comfortable discussing their sexual health, a number of them began joining their wives at the public meetings, and their presence allowed for the beginning of an improvement in communication between men and women. For the first time, women were able to voice their concerns about their husbands' liaisons with sex workers directly to their husbands in a supportive setting.
This woman was speaking with so much pain that none of the men could have ignored it. One of them turned to her husband and said, "I didn't know you treated your family so badly." He answered, "You know, you do the same-we drink together." I interceded and asked the men if they were aware of what these women were describing. They answered that their wives had never told them. An argument was about to start up again, but we tried to divert the discussion to a more positive tone, asking them why they thought men patronize the local bars. What did men do before the bar opened? How did they relax? Was there more money for the family when the bar wasn't there? Did they spend more time with their families before?
The most beneficial exercise was getting them to put on paper the way in which men spend their money. We encouraged them to write on the easel. The women helped them remember, which-since it was a fun activity-eased the tension.
When the men were finished we asked them to comment. What caught their attention was the small percentage they were giving their families out of their salaries. The women, in a much quieter tone, were saying, "Do you understand what we are talking about?" This started a discussion among the three men. They identified ways to cut down on personal expenses, including paying fewer visits to the bar, and some ways to spend more time with their children.
These village leaders agreed to invite other men to a meeting to discuss STIs and HIV/AIDS. That meeting ended in a very positive mood. The men stayed behind joking about how much money they would have if they hadn't spent it the way they did. Women left feeling confident they had accomplished something by getting three men to listen.
We kept the momentum going and were invited to their village meeting, where we were introduced as "the people who would be providing education on different family life topics."
This same village council denied a permit for the local bar to continue functioning. It was closed, and I must say, a lot of the women were happy.
Transportation in rural Belize is minimal and expensive, and many women lack access to discussion-group sites. In particularly remote areas, CHWs began to travel to women's homes to foster dialogue and to provide information and some contraceptives. Such travel is a challenge for the CHWs as well, who, in the absence of public bus routes, must walk or ride bicycles for long distances in order to travel between villages and reach outlying homes. To manage their travel burden, they frequently alternate which clients they visit each month.
Transportation is also a barrier to visiting BFLA clinics. In response to complaints that clinic sites were inaccessible, BFLA established special one-day miniclinics in the villages. In one community, the CHW campaigned for all of the women in her community to receive Pap-smear analyses, and to that end worked with BFLA to establish a local two-room clinic. In the second phase of the project, the FPA also gave select community facilitators the responsibility of distributing condoms and oral contraceptives.
Finally, the lack of good roads makes it difficult to bring the CHWs together for ongoing exchange, monitoring, and training. The project is able to provide transportation costs for the CHWs from each district to meet monthly for a halfday (funds are insufficient to provide lunch). These sessions provide opportunities for training updates on technical issues and for the workers to exchange stories with each other about the challenges they faced. To ensure adequate monitoring, the project also developed a set of forms so that CHWs could enter information about the number and content of their group discussions, home visits, and clinic referrals. CHWs submit their forms on a monthly basis, and BFLA compiles the information.
CHWs of all ages were issued bicycles to enable them to traverse from village to village across bumpy roads, so that they could reach outlying homes. 
Tr a n s p o r t a t i o n P r o b l e m s
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BFLA staff knew that they would have to find another avenue by which to reach adolescents. They began by targeting out-of-school teenagers, both because their needs are particularly great and because many of the schools were controlled by conservative religious leaders who were unlikely to welcome BFLA. To this end, BFLA opened a teen center, recruiting and training teenagers to facilitate both individual and group sessions with their peers. Based on feedback from these recruits, the teen center expanded the program to include dance and drama, sports, and skills development. Despite encountering some problems (for example, inadequate space and a failed effort at income-generation), the teen center has thrived.
BFLA was soon emboldened to add a school-based initiative. The staff moved forward although they were not prepared to offer classroom presentations on sexual health. With typical doggedness, they trained themselves with the aid of local materials and began reaching out to public schools, offering to provide reliable information to students about such topics as menstruation and sexuality.
A handful of teachers welcomed BFLA. In most cases, however, staff had to be aggressive in persuading principals and teachers to allow them to meet with the students. Some educators insisted on attending an initial presentation before granting approval. Lorna Perez recalls the determination it took to keep going: "At one school, I had been invited by a teacher, not by the administration. The principal met me by the gate. I was escorted out of the school, told not to put my foot there again. That's how bad it was then."
As in the discussions with adults, the CHWs found that some topics were more sensitive than they had anticipated. For example, a CHW in Cayo district broached the issue of "good and bad touching" with 11-year olds at a school presentation, and encouraged children to report abusive touching to someone they trust. A week later, a girl called the CHW at home to disclose that her teacher had tried to touch her "private parts." The worker had never before dealt with such a situation. Subsequently, the girl described her experience to the police, who investigated, with the result that the teacher was fired. Consequently, BFLA added a psychologist to the clinic staff for counseling women and girls who have been victims of incest or other forms of abuse.
Gradually, BFLA established its credibility, and more schools opened their doors to the organization, including many Protestant and even some Roman Catholic schools. Perez continues, "If we were to leave it up to the people who say no, we would not be going today. We have managed to build a rapport and establish relationships with key persons, for example, teachers and principals, and with the Ministry of Education staff. The demand now is huge."
The teen center is now among BFLA's core projects. In its most successful year, 3,513 teenagers used BFLA's teen center and/or clinic, and peer leaders counseled 2,551 adolescents in small groups and individually. Moreover, many children have begun to discuss the BFLA presentations with their parents, who then approach the CHWs with questions of their own. The efforts to educate young people have been lauded by village communities and by the media, ultimately improving BFLA's public image.
Yo u n g P e o p l e We r e N o t P a r t i c i p a t i n g
• Quality /Calidad /Qualité
A P u b l i c P r o f i l e T h a t N o L o n g e r F i t
By 1996, a year in which the CHWs conducted no fewer than 574 group discussions, BFLA realized it had transformed its identity and mission. Listening to local people and building authentic relationships had resulted in communities' feeling ownership of the project. Indeed, when the project lost outside funding at one point, some communities assumed financial and programmatic responsibility for it. Yet BFLA retained its old sterile, clinical public image. Rather than let time erode the old image, the organization launched a media campaign simultaneously to promote its new services and to reflect its personal approach. As part of its image enhancement the organization adopted a new slogan: "Belize Family Life Association -A 21st-century Response to Your Family's Reproductive Health Needs."
B F L A To d a y
BFLA's community-involvement project faced challenge after challenge and worked through each one with determination and by listening to the community. Assessing the effectiveness of this project has not been easy. The European Union, which funded it, retained IPPF as consultants to provide additional monitoring and evaluation.
4 Information systems were instituted to maintain detailed records on service-giving. Social relations between men and women, however, are determined by a number of factors, and the methodologies needed to assess social empowerment interventions are still in the early stages of development. Staff from IPPF and BFLA conducted a series of focus-group discussions and in-depth interviews with project volunteers, village leaders, and community members to learn about changed attitudes. The findings have not been systematically analyzed, however. Nonetheless, most staff would agree with the comment of one community health worker, who stated, "Plenty of the women say that these meetings are making them talk to their men about things they would never discuss before."
Facing these challenges and surviving is a success story for any organization. For BFLA, the journey itself has strengthened the organization and has had a number of positive, and fundamentally interrelated, outcomes extending beyond the specific obstacles that were overcome. Even after the five-year project funding was discontinued, community discussions continue in many areas. Several salient achievements are highlighted below: 4 The experiences in St. Lucia and Guyana followed similar trajectories. In Guyana, for example, the Executive Director spent months working with the Board of Directors to ensure adequate institutional support for the project. The Guyana affiliate also expanded its services to include colposcopy, counseling, and improved STI care. As in Belize, the clinic's enhanced community image and expanded service offerings resulted in increases in service use and invitations to join government delegations.
BFLA went from providing 11 percent of the country's family planning services to providing 20 percent since initiating a project that focused primarily on noncontraceptive issues. Moreover, some communities have assumed financial responsibility for the project locally. BFLA credits listening to people and building authentic relationships.
I m p r o v e d C a r e f o r P e o p l e w i t h H I V
During the discussions, people shared their discomfort about the experience of living with people with AIDS. The facilitators asked how BFLA might respond to this concern. BFLA surveyed 16 people with AIDS about their needs and learned that they wanted counseling for themselves and others to deal with their fear and shame. In response to this input, BFLA added counseling services for people with AIDS and for their friends and family. BFLA also presented the findings of its interviews to the government, resulting in the formation of a task force for people with AIDS. BFLA remains a prominent member of that task force.
Empowerment of Community Health Workers
The Community Health Workers realized they were tackling issues that everyone had thought were intractable. Gradually, they began to see themselves in a different light as well. As one worker commented in a project-evaluation interview, "The people I talk to say that these meetings help them a lot. They learn a lot. Must be true, because I know it really, really helps me." Moreover, as has been noted among CHWs in other countries, these workers often become important leaders in their communities. The volunteers in Belize grew to assume a high level of respect and influence in their villages. In one village, CHWs from the project were elected to serve on a village council that had never before had a female member.
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I n c r e a s e i n S e r v i c e U s e
The steps BFLA took to improve women's access to services, along with the impact of the discussion groups on women's decisionmaking, had a marked effect on BFLA's service statistics. By 2000, the clinic was providing a greater number of Pap-smear and pregnancy tests than it had performed previously, and had added STI diagnosis and treatment, sexual and reproductive health counseling, colposcopy, and breast examinations. The most significant increase in service use, however, was in contraceptive visits. In 1994, before the community-involvement project began, BFLA provided contraceptive services for 12,468 visits; this figure rose in 2000 to 17,801. Indeed, BFLA went from providing 11 percent of the country's family planning services to providing 20 percent since initiating a community-involvement project that focused primarily on non-contraceptive issues.
In 1998, BFLA experienced an extended gap in funding for the community-involvement project. Although Jewel Rosberg was concerned that the entire project might fall apart, this difficult period proved how successful BFLA's efforts had been. The training that the volunteers received had equipped them to continue their work in the community without much supervision. In one community that had identified the need for more accessible services, the villagers themselves contributed funds to build a BFLA clinic. Rosberg believes this result is easily explained: BFLA had built relationships with schools, social service agencies, psychologists, Ministry of Health professionals, drug-prevention-council programs, and youth programs. All of these agencies were, for the first time, referring clients to BFLA.
The CHWs in one village became the first women ever elected to their village council.
• Quality /Calidad /Qualité
As BFLA expanded its services and fundamentally changed its relationship with the community, the organization also gained respect. It was invited to join a number of local consortia, and the government provided a physician to perform colposcopies at a BFLA clinic. At the national level, BFLA was invited to participate in a number of important committees, including the National AIDS Commission, the Women's Issue Network, the National Association for the Prevention of Child Abuse, and the National Committee for Families and Children.
Eventually, the government invited BFLA to join the National Health Sector Reform Committee. When this body designed a plan for delivery of health services through a government insurance program, BFLA was selected as one of three agencies to provide reproductive health services. Jewel Rosberg acknowledges that it is unlikely that BFLA would have been awarded this role if it had remained essentially a family planning agency with a limited mandate. She commented, "The changes have conspicuously altered BFLA's ability to forge alliances and ensure inclusion in the policy and decisionmaking processes that affect the institution and its ability to operate effectively in this country."
L e s s o n s L e a r n e d
This project redefined the identity and operating style of the association. Expanding into broader areas of sexual and reproductive health was fundamental to achieving greater legitimacy at the community level, as well as with the government. The institutional changes triggered by this shift of emphasis were greater than anticipated, however. Programs broadening their mandate need to consider the time and process required for developing support at the policy level, implementing service-delivery changes (including securing equipment) that may result from community input, and building expertise in handling sensitive issues.
Individual home visits were helpful initially for engaging shyer women, as well as for reaching men. The dynamic of a group discussion was essential, however, for highlighting the organization's new profile in the community, energizing the reflection process, and breaking individuals' sense of isolation with their problems.
Allowing the community workers to respond to perceived local needs laid the groundwork for BFLA's sustainability. These workers became the catalyst for change in the community and demonstrated creativity and stamina in facing challenges. For their part, community members were motivated to assume financial and programmatic responsibility for the project when funding was cut.
Investing in a broad sexual and reproductive health educational effort resulted in an increase in contraceptive visits at village clinics. 
B F L A's O f f i c i a l R o l e I n H e a l t h -s e c t o r R e f o r m
F u r t h e r R e a d i n g
A c k n o w l e d g m e n t
The authors gratefully acknowledge Lorna Perez of BFLA for her significant contributions to this article. This low rate of use does not reflect women's stated reproductive desires: For example, for every woman who practices contraception, three more express a desire to control their childbearing but are not using the services of clinics or of community-based workers. Not surprisingly, Pakistan has a high birth rate as a result, as well as a high rate of clandestine abortion. Unsafe abortion accounts for one in every eight maternal deaths in Pakistan (Fikree 2002) .
R e f e r e n c e s
Pakistani women's access to reproductive health services is limited by several factors, most notably by social barriers. Many Pakistani women lack power within their marriages to make decisions about whether to practice contraception or to seek antenatal care. This fundamental restriction is strengthened by distance from services: More than two-thirds of women who do not use contraceptives live over two miles away from a known service source . A further impediment to care-seeking is women's perception that they will be treated poorly at the government clinics, where dismissive and rude providers are the norm. (See following section for a more detailed discussion of barriers to care.)
In the past, the government has carried out a variety of initiatives aimed at increasing contraceptive use. These include public information campaigns; demographically driven approaches to family planning, including targets and incentives; technical skills training for providers; improvements in logistics; and the introduction of new contraceptive methods. A key strategy has been the establishment of an extensive system of community health workers to provide basic health services, including family planning, at the village level.
Nonetheless-and Pakistan is not alone in this regard-such conventional interventions have made little more than a dent in contraceptive rates. Senior officials from the Ministry of Health and Population Welfare realized that they had to consider new measures to prevent pregnancy-related deaths by providing women who do not want to become pregnant with the means to control their fertility.
Zeba Sathar, the Population Council Director for Pakistan, believed that innovative strategies were needed to facilitate women's ability to overcome the sociocultural barriers that prevent them from accessing care, avoiding unwanted pregnancy, and protecting their own general health. Together with her colleague Anrudh Jain, at the Population
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Council, Sathar worked with government officials to design an intervention unlike any that had been conducted in Pakistan. Instead of tinkering with supply systems, new technologies, or targetbased approaches, this initiative sought to change the manner in which providers interact with both their clients and coworkers. What made it even more unusual is that it addressed the central issue of social power in care-seeking, in care-giving, and, of course, in negotiating desired outcomes, such as use of reproductive health services. This story describes that intervention and its outcomes, emphasizing the transformation of service provision that resulted at the community level.
W h y S e r v i c e s We r e F a i l i n g
According to Jain and Sathar, the series of barriers that constrain women's use of reproductive health services in Pakistan stretches from home to clinic and back. The entire continuum is characterized by women's lack of social power. First, both men and women have been socialized to place a low value on women's health needs. Additionally, in most marriages, the woman typically must defer to her husband and/or mother-in-law regarding decisions about her own health care, including whether to practice contraception. (For example, among women who want to postpone or terminate childbearing in Punjab, Pakistan, 40 percent cited their husbands' fertility preferences and/or perceived opposition to family planning as the obstacle to their practicing contraception.) Moreover, social customs and limited access to cash for transportation often prohibit her physical mobility outside the household.
Power differentials also characterize the care provided by clinic and community-based workers. Typically, providers are condescending and abrupt with clients; visibly poor clients receive the worst treatment. Providers often interrupt and make treatment suggestions based on little or no real communication with the client. Moreover, the recommendations may be inappropriate to the woman's situation. In short, the clients perceive many providers as rude and incompetent, while providers Both men and women have been socialized to place a low value on women's health needs. Social customs and limited access to cash for transportation often prohibit women's physical mobility outside the household. Partly as a result of these constraints, a minority of women receive antenatal care, and less than one in five gives birth with the assistance of a trained attendant. may view clients as an unpleasant nuisance. 1 The only thing about which they seem to agree is that the provider holds the power to shape the interaction.
Sathar and Jain argued that women were not likely to use health services without addressing the two central obstacles in their way-social constraints and poor treatment by providers. They met with senior officials from the Ministry of Health and Population Welfare-Dr. Naushaba Chaudhury, then Director General at the Ministry of Population Welfare, and Dr. Reza Zaidi, Deputy Coordinator of the National Program for Family Planning and Primary Health Care-about tackling these obstacles directly. Fortunately, the concurrent reorganization of the Ministries of Health and Population Welfare created an openness to trying new approaches, and the government agreed to collaborate with the Council on an ambitious training program. As Sathar explained, "We wanted to address psychological, social, and physical access. We had to concern ourselves with enhancing women's power in the family, for example, seeking the support of family members, so they could seek care in the first place. We also had to transform the client-provider relationship, which included challenging providers' power over clients." Jain and Sathar understood that power dynamics also characterized the relationships between providers at different levels within the hierarchy. Senior staff typically speak in a rude and authoritarian manner to their supervisees. Anecdotal reports indicated a problem with sexual harassment in some sites. Moreover, lower-paid staff are generally excluded from any role in decisionmaking. As Sathar explains, "Our premise was that workers who feel powerless treat their clients poorly in turn; hence, there was a need to foster critical thinking among the staff about the entrenched social dynamics in their hierarchal relationships with each other."
Sathar stresses that it was necessary even to consider how power dynamics affected the personal lives of staff members outside of work. After all, female staff members go home every day to domestic situations in which their actions are typically circumscribed by their relationships to their husbands and/or extended families. Sathar recalls, "We were focusing on social power in a range of contexts."
In this way, the government embarked on a behavioral change training program for providers that went beyond typical counseling skills to include a focus on recognizing power dynamics in a range of human relationships. The objective was for trained providers to develop greater awareness about their interactions with other human beings; the desired outcome was for them to offer their clients greater respect and more useful support for meeting their reproductive health needs. Although providers at all levels were trained, the community-based workers who make home visits constituted the majority of trainees.
Power dynamics among staffshaped by education, class, and gender-were part of the problem.
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Establishing Consensus on the Team
The government asked the Population Council to design and test the intervention with public-sector workers in Punjab province. Jain helped shape a hypothesis, plan of action, and evaluation elements to ensure that the intervention was practical and could produce useful research findings.
2 Sathar put together a team comprised of five Council staff, four of whom were physicians originally from either the public sector or from nongovernmental organizations (NGOs).
Initially, the medically oriented intervention team expressed hesitations about focusing on the client-provider relationship; instead, they leaned toward a technical course aimed at upgrading providers' technical skills. In the hopes of resolving this conflict and building consensus, Sathar organized role-play exercises in which she, Jain, and the team members enacted a series of typical public-sector encounters. They based their vignettes on their own experiences of observing workers or as patients.
For one such exercise, the two junior members of the team enacted a recent actual encounter one of them had experienced with a doctor. The "patient" expressed concern about a skin blemish. The "doctor" glanced at her blemish and wrote a prescription for a face cream without looking back at the client or offering instructions about how to use the cream. The patient, an educated professional in the health field, left without understanding what the rash was or how to treat itand felt frustrated. This simple example from their colleague's own experience enabled the physicians to see that such interactions are neither uncommon nor acceptable and may bear no relationship to the provider's technical competence.
The team developed a list of the behaviors exhibited during the visit of an ordinary female client. They observed that staff spend very little time with the woman; make no effort to learn what her problem is; speak to her in a judgmental tone; blame her for her situation; do not inquire about her home situation to assess what will work best for her; do not listen; do not provide her with choices; do not check to make sure that she understands instructions; and say nothing supportive to her.
In reflecting upon the interaction, the team had to acknowledge that doctors are far more likely to display negative behaviors than are lower-paid providers such as village workers, who are closer in social class to their clients and who reside in the same communities where their clients live. The doctors on the team also recognized that they had never been taught how to interact appropriately with patients.
The intervention team learned that the client-provider interaction is, in essence, an unacknowledged power relationship and reached a consensus that training should focus on improving these interactions by teaching interpersonal awareness communication skills, paying special attention to power in relationships. The training would reach all levels of staff, from supervisors and physicians to lady home visitors.
Because the village-based workers were both greatest in number and the most open to the ideas presented in the training, this effort became a communitylevel activity. Hence, this article focuses primarily on those workers and how they were transformed by this intervention.
L a y i n g a F o u n d a t i o n f o r t h e Tr a i n i n g
After reviewing a range of training resources, the team tailored a workshop specific to its goals and to the cultural setting. The Population Council turned to Rozan, a local NGO that had conducted training for health professionals and police officers on how to interact with the public. Public health employees, like police offers, are considered to be more powerful than the public they serve and are often perceived in a negative light.
Ambreen Ahmed, a psychologist at Rozan, and her colleagues taught their behavior-change model to the Council's intervention team (see box below). Going into the Rozan workshop, most of the Council team was highly skeptical about the usefulness of "consciousness raising about interpersonal power" as a stimulus for the kind of the changes they hoped to promote among public servants. At the end of the five-day workshop, however, they were convinced that the Rozan behavior-change training was effective. They set about adapting the exercises for reproductive health providers.
R o z a n : E n h a n c i n g Aw a r e n e s s o f S e l f a n d O t h e r s Rozan's behavior-change training seeks to strengthen specific interpersonal skills:
• Becoming more aware of how others respond to our behavior. As we pay more attention to the responses elicited by our behavior, we become more sensitive to our own strengths and weaknesses, and tend more to behave in ways that elicit a positive response.
• Becoming more aware of how inequality, including gender inequality, operates in relationships. By reflecting on concrete situations, trainees learn about gender and power dynamics, about how these translate into poor health outcomes for women, and they learn ways to break hierarchies and promote egalitarianism.
• Reflecting on one's role in society. Public behavior that elicits a positive response reinforces a sense of one's role and responsibilities in society. In one exercise, participants imagine an ideal society. Typically, participants identify a society that provides universal justice, food, shelter, security, health care, and livelihood. The next part of the exercise asks participants to identify their role in that society and how they can help to create such a world.
• Improving interpersonal communication skills. Trainees learn how we transmit messages about how we see ourselves vis-à-vis others. As an example, Rozan trainers tell a story of three men breaking stones on the side of a road. On being asked what they were doing, the first man said that he was breaking stones; the second that he was breaking stones to build a road; the third, that he was breaking stones so that a road could be built for the children going to school. Thus, each man's message incorporated a different perspective about his relationship to others.
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The team's next step was to identify specific, teachable behaviors to help providers to: (1) "humanize" their relationships; (2) assess the social contextincluding dynamics of power and gender-in which a client lives that governs her ability to seek care; (3) help a client define her own sexual and reproductive choices; and (4) in some measure empower her to implement her decision.
The team wanted a model that would guide staff in executing these behaviors and that went beyond existing communication models for improving clientprovider interactions. The model they developed-practical for use in any kind of health service-is called SAHR. SAHR means "dawn" in Urdu, suggesting a new beginning for providers. More importantly, SAHR is an acronym for a list of sequential behaviors:
• Salutation refers to overall rapport building: greeting the client, inquiring about her well-being, about her family members, how she traveled to the clinic, and other culturally appropriate questions to generate warmth and build the confidence necessary for any authentic interaction. The word "salutation" also implies respect, for example, by sitting at the same level with the client, whether on a chair or (in the community) on the ground.
• Assess implies going beyond simply asking about the client's immediate medical needs to seeking understanding of the issue in a wider dimension.
For example, community workers should observe the nature of relationships between various family members, so that they can identify potential gatekeepers or allies whose support will be important in allowing the client to adopt the plan she wants. This approach acknowledges existing power relationships within the family, but at the same time, empowers women to capitalize on these relationships in ways that allow them to meet their health needs in the short run.
• Help the client by providing relevant information, choices, and support for making and implementing her own decision. Most providers need to learn how to assist the client to sort through information and enable her decisionmaking. Information that the providers supply can help to empower clients when they try to convince uncooperative family members about the choices they would like to make.
• Reassure by informing the client that a decision or solution can be renegotiated if the current option does not work; the provider can give referrals, suggest a return visit, and offer supportive messages (for example, she or he will talk to family members who may present obstacles).
Simply put, SAHR is a model that emphasizes dynamics of social power and assists providers in helping clients sequentially to meet their needs. The commanding principle is respect for the equality of human beings and an awareness of the ways in which equality is constantly being undermined.
The SAHR model emphasizes dynamics of social power and assists providers in helping clients meet their needs. The commanding principle is respect for the equality of human beings and an awareness of the ways in which equality is constantly being undermined.
H e l p i n g P a r t i c i p a n t s B e c o m e M o r e Aw a r e o f S o c i a l P o w e r i n G e n e r a l
The trainers presented an overview of how power operates in Pakistani society and how this power is reproduced in human relationships. Participants enumerated various sources of power, including knowledge or skills, experience, physical strength, wealth, social class, and official status; in some of the workshops, participants included gender in the list. One exercise paired participants in a game illustrating the different ways that people exercise power. One participant was to hold his or her fist closed tight while the other attempted to open it by any means possible. Some attempted to open the fist by brute force, others offered monetary inducements, and still others tried to reason gently. A few tried mechanisms to "get what they wanted" in ways that reflected their own sense of relative powerlessness, for
I m p l e m e n t i n g S t a f f Tr a i n i n g
Drawing from the Rozan workshop, the Population Council team developed a five-day participatory curriculum to help participants (1) become more aware of social power in general; (2) improve the quality of their interactions with clients; and (3) improve their relationships with each other. They tested the entire course and materials (and rehearsed their own delivery) in a pilot workshop for staff in two districts, then refined the curriculum. Subsequently, the team conducted nine additional workshops for a maximum of 25 trainees per group, reaching a total of 180 staff. The majority were communitybased workers, although their supervisors, together with doctors and other providers, accounted for a third of the group. Some highlights from the curriculum are described here: To underscore the importance of assessing a client's situation thoughtfully, the trainers conducted an exercise in which they asked the participants if they knew what their wristwatches look like. The trainer asked them each to draw the dial without looking at it. Comparing the drawings to the watches, which they see every day and which are far less complex than a human being, reminded the participants how easy it is jump to faulty conclusions about the situation of another person. This exercise led to a discussion about the need to bring humility rather than a sense of omniscience to their observations of and interactions with clients.
C h a l l e n g i n g E x i s t i n g H i e r a r c h i e s A m o n g S t a f f
Although the training emphasized the ways in which power relations generally govern the lives of clients, it also illustrated the point that the same rules govern most providers' lives as well. The training team promoted this awareness in several ways. For example, they decided to break with tradition by inviting staff at all levels to participate jointly-from male doctors to lady home visitors. They included community workers from both the population welfare department and the health department in the same workshop, to help erase the sense of inequality that members of these groups feel. When the participants arrived on the first day of the training, they found not only an unexpected diversity among their fellow trainees, but learned that everyone (including the trainers) was sitting on the floor. The trainers reinforced their messages about equality with role-play exercises involving paramedics acting as doctors and doctors as clients. The providers clearly noted and worked with these disruptions in their everyday patterns of status and gender that characterized their institutional relationships.
In an explicit attempt to enable participants to enhance their own selfawareness, the trainers conducted an exercise focused on identifying their strengths and weaknesses. One by one, each participant told about some personal experience and the feelings it had engendered. This sharing fostered a sense of trust among participants. Finally, the trainers adapted Rozan exercises that enabled participants to reflect on their role as public servants in Pakistani society. The workshop ended with a discussion acknowledging that each individual-regardless of her or his official role-contributes to the environment and that nobody acts in isolation.
At the conclusion of the training, participants were asked for anonymous feedback. They indicated that they appreciated having an opportunity to discuss abstract concepts such as gender and power in a concrete way. They also enjoyed the interactive format and the feeling of community generated during the workshop, both of which were a departure from their usual training experiences.
One physician, who was also a district manager, responded to the training with the following comment: "After participating in the role-plays where I had to take my sick child to a provider, for the first time I felt how humiliated, helpless, and frustrated you can feel if the provider is hostile and arrogant toward you. It was indeed a very bitter experience. The importance of how you behave with your client dawned on me for the first time. I can now empathize with the poor clients. I [will] make it part of my supervisory visits to see to it that clients are dealt with in a humane manner by the providers as envisaged in the SAHR approach."
The workshop had its difficult aspects, most of which had to do with making abstract concepts understandable. For example, the trainers realized that they had underestimated how strange the concept of "client-centered services" would appear to public-sector providers in Pakistan. Although the trainers attempted to explain in detail both the concept and the specific objectives of the workshop, participants had no point of reference for these ideas. Hence, they had no clear sense of what benefits the training might produce for them; this confusion generated a skepticism that took several days to lessen. The trainers realized that future workshops should begin from within the participants' own frame of reference.
Similarly, three days elapsed before participants began to sense the link between self-awareness and their role in society. Because the trainers had had the same experience during the Rozan training, they were prepared for this delayed response. Nonetheless, they felt some tension while waiting for the participants to absorb this message. This training may require a more intuitive model.
Not everyone responded equally well to the workshop. Because the workshop modeled equality, the lower-level stafffor whom it became an exercise in empowerment-responded more favorably than the doctors, who initially were skeptical. Moreover, because the community workers were younger and newer at their jobs, they may have been more receptive than the doctors to new ideas. Despite the physicians' skepticism, the team felt their presence was essential, because the mixing of staff in an equalizing environment was what allowed all participants to experience and reflect on the issue of social power.
T h e I n i t i a l A s s e s s m e n t
One premise of the workshop was that trained providers would feel empowered to address inequalities in their work and home environments. Indeed, the workshop illuminated some of the discomfort people had been tolerating. One community-based worker chose to disclose instances of sexual harassment she had endured from her supervisor. Another woman felt emboldened enough to leave an abusive marriage and set up an independent household, a courageous step within the social and cultural context of Pakistan.
To learn whether the training experience led to changed interactions with clients, the trainers observed a subgroup of the community-based providers two
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months after the workshop and recorded their specific behaviors. 4 The results were mixed.
The community workers had clearly changed the way they conducted their house visits. Instead of honing in directly on the "eligible woman" as they had done previously, they focused more broadly on the family and on community health. They exchanged greetings with various family members such as mothers-in-law, inquiring after their health and offering suggestions. As a result, many mothersin-law-who are not the targeted beneficiaries of any government program but who wield enormous influence over young wives-also received attention and warmed to the visitor. As a result, the community worker's visit no longer caused family friction hurtful to the client.
The community workers were not fully applying the SAHR model, however. They were not building upon the rapport they established to assess the specific needs of clients. For example, in discussing family planning, providers rarely asked a woman whether she wanted to prevent pregnancy for a few years or permanently, or whether she had any previous experience with contraception. They were still more likely to choose a method for the client and advise her about using it.
Rather than give up on these workers or decide that the SAHR model was too ambitious, the team decided to invest in further training. Four months after the initial training, all the participants were given an additional two-day workshop emphasizing topics that needed reinforcement.
T h e A s s e s s m e n t o f I m p a c t
After the second training, the team again observed interactions between providers and clients both in the pilot area and in a control area where providers did not undergo training.
5 They also conducted focus-group discussions with both groups. The findings from these sources corroborated each other.
C l i e n t F e e d b a c k
Among the clients, some stated that the community health workers had always treated them satisfactorily. Hence, because no pretraining focus-group discussions were conducted, assessing how much positive behavior is a direct result of the training is difficult. Those women who reported a change in the worker's behavior made comments like the following: 
C H W s Ta l k A b o u t T h e i r C h a n g e i n B e h a v i o r
The community workers reported greater job satisfaction and self-confidence. They were particularly proud of their skills in approaching a family, listening to clients, speaking in simple conversational language, observing household dynamics, and helping a client make a decision that she could successfully implement. Interestingly, a number of workers reported that they had learned to control their tempers and to be more patient. They were gratified that they were able to respond to the needs of clients' family members, but also noted that by building these ancillary relationships, they were strengthening the ability of the primary client to have her own needs met. Finally, they shared that having greater self-confidence enabled them to approach their clients in a more egalitarian, open manner. A number of them reflected on their changed practices: 
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The workers described using their new skills to assess a client's overall needs in a manner that was sensitive to her background. 
Wo r k e r s ' R e l a t i o n s h i p s w i t h S u p e r v i s o r s
Some workers report that some supervisors are now more supportive and are offering more guidance: 
I m p r o v e d I n s t i t u t i o n a l O p e r a t i o n s
Another outcome of the workshop was that the staff of the health and the population welfare departments drew closer to each other. The workshop was their first shared experience, and they are beginning to provide referrals to each other's services. In this way, the workshop contributed to consolidating the national merger between the Ministry of Population Welfare and the Ministry of Health.
E x p a n s i o n a n d R e p l i c a t i o n
In 2001, the Pakistani government expressed interest in replicating the SAHR model on a larger scale. Dr. Zaidi, from the National Programme for Family Planning and Primary Health Care, together with a representative from the United Nations Population Fund (UNFPA), conducted an independent monitoring of sites where staff had undergone the training. Zeba Sathar admits that she was initially concerned about this visit:
I didn't know whether they would appreciate the intervention being tested, especially since both gentlemen were physicians, and our training did not focus on improving providers' technical competence.
Sathar need not have worried. Dr. Zaidi returned from his visit convinced that the SAHR training had had a positive impact on his cadre of lady health workers. He had spoken with a number of the workers, who impressed him with their confidence and engagement.
Based on the government's enthusiasm, UNFPA/Pakistan signed an agreement with the Population Council in 2002 to train 3,000 additional community and clinic workers in five districts, along with a parallel training for Dr. Zaidi and a number of federal and provincial program managers. To carry out the expansion, the Population Council team is reproducing the training materials and conducting a training-of-trainers. Efforts are also under way to apply the SAHR model to obstetric-care providers, communitybased transportation workers (responsible for transporting women to healthcare facilities during emergencies), and medical students. 
R e m a i n i n g C h a l l e n g e s
The project faces a series of ongoing challenges. For example, UNFPA's support for expansion raises questions of maintaining the quality of the intervention. The expansion-phase workshops will be led by Ministry of Health employees, who may not be as keenly motivated as was the original Population Council team. Moreover, the government does not currently have a plan for assessing and responding to the need for periodic follow-up training. Council staff are hoping that adequate monitoring of the expansion will enable the government to identify areas that require modification or attention.
Building demand from clients is another challenge. Zeba Sathar believes that the team should have conducted parallel, modified workshops for women at the village level. Such workshops could raise women's expectations regarding their rights within the family and what they receive from health-care providers, and provide them with support and tools to begin exercising those rights. The Council hopes to organize such community-based workshops in the future. As Sathar says, "We have unraveled one of the difficulties toward empowering poor, uneducated women to meet their reproductive health needs, but there is still a long way to go in this process of transforming long-entrenched attitudes and behaviors."
Chronic systemic problems-similar to those in most developing country settings-ultimately undermine quality of care and demoralize workers. These problems include delayed salary payments, disruption in supplies of medicines, and lack of vehicles for transporting clients or supervisors. Clients' continuing negative experiences at clinics eat away at the goodwill created by the community worker who gave them the clinic referrals. Perhaps more important, the Pakistani government continues to evaluate workers on the basis of targets achieved. Such an emphasis ultimately constrains the workers' ability to put the needs of the client foremost. As Jain explains, "Method-specific targets and quality of care are incompatible. Targets force providers to motivate or persuade women to accept a specific method in order to fulfill their targets. On the other hand, quality is about helping a woman choose a method appropriate to her needs."
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W h a t D o e s I t A d d U p To ?
The intervention team knows that a training program alone cannot fundamentally transform deeply entrenched cultural and institutional conditions with one or two workshops. Nonetheless, this intervention has effected a small but meaningful shift in the way health workers interact with clients, in their own self-awareness, and in their job satisfaction. By focusing on relatively simple behavioral changes anchored to a fairly sophisticated analysis of power dynamics, the SAHR training can make a large difference for a few people, and a moderate but real difference for millions. As Anrudh Jain, the original force behind this project, says, "This is do-able. And it's getting done."
L e s s o n s L e a r n e d
Even a large, bureaucratic, and authoritarian public-sector program can improve community-based services by focusing not on technology, targets, or infrastructure but, rather, on power and gender issues.
When providers learn to treat a client as an equal and active partner who is an "expert" in her own right, the provider-and not just the client-ends up better satisfied.
Those who are lower in the hierarchy-such as community workers-are more willing to change and modify their behavior. Providers who are higher in the hierarchy, including physicians and supervisors, may need regular reinforcement to internalize new ideas about power and gender so that they become more sensitive and sympathetic toward their clients.
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